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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LIC IDENTIFYING INFORMATION)

Xy !
PREFIX
TAG

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION . (%8)
: (EACH CORRECTIVE ACTION SHOULD BE . [COMPLETION
' CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY) : |
=

K 000 " INITIAL COMMENTS

! Alife Safety Code Survay was conducted by the |

. State of Tennesses Department of Health ;

: Divislon of Health Licensure and Regulations

" Office of Health Care Facilities on 04/16/2018.

During this Life Safety Survey, Good Samaritan

! Health and Rehab Center was found notin

- substantial compllance with the requirements for

- participation in Medicare/Medicald with Title 42

' GFR Subpart 483.70(a), The Rules of Tannassee '

- Department of Health Board for Licensing Mealth °

Care Facillles Chapter 1200-08-06 Standards

For Nurging Homes, and National Fire Protection

" Association (NFPA) 101 Life Safety (2012
Edition).

. % All penetrations requlring Flre Stop shall be .
repaired In accordance with a tested and :

» approved Fire Stop System mesting the :

raquirements of the UL (Underwriters Laboratory)
assembly to which the Fire Stop Is being applled. :

. The system used shall ba recorded and

* documentation shall be maintained far the life of

" the installation. i

“Any Engineering Judgments for Fira Stop
: requires State approval. i

"+ All damaged, painted, or corroded sprinkiers

shall be raplaced in accordance with NFPA 25,
Standards for tha Inspactian, Tasting, and
Maintenance of Walter-Based Fire Protection
Systarns (2011 Edition).

Sprinkler Systern - Maintanance and Testing
CFR(s): NFPA 101 \

K 363
§8=D

: Sprinkiar System - Maintanance and Testing
: Automatic sprinkler and standpipe systems are

n

K 000,

K 353,

i

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X4) DATE

Any deflslency atatement ending with an astarlsk (7) denotes a daficlency which the Ingtitutlon may be #xcusad fror
othar safeguards provids sufflcient prolaction ta the patlants, (Sae instructiona.) Except for nuraing homoes, tha findings

followlng the date of survey whether or not a plan of cerrectian s provided. For puralng homes, the abavae findings and
the facility. If deficlencias ara cltad, an approved plan of corraciion s regquisite 1b continuad

daya toliowlng e date these documants arg macde avallable to
program participation,
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445170 6. WING _ 04/16/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATH. 2IF CODE P
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(X4) 1D SUMMARY STATBMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION | ¢
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K 363! Continued From page 9 K 353" What corrective action(s)

| Inspacted, tested, and maintained In accordanoe
! with NFPA 25, Standard for the Inspection,
' Testing, and Maintaining of Water-basad Flre
. Protection Systems. Records of system dasign,
_ malntenance, inspectlon and tasting are
. malntalned In a secure location and readily
i avallable,
a) Date gprinkler system last chackad

b) Who provided system teat

. €) Water system supply source

any non-required or partial automatic sprinkiar
" system.
9.7.5,9.7.7, 9.7.8, and NFPA 25

 This REQUIREMENT 1s not met s evidancad
y by,
. Based on observations, the facillty failed to
: maintain the sprinkler system.

_The findings Include:

Observation of 04/16/2018 betwean 11:45 AM
_and 12:18 PM, revealed sprinkler deficlancles in
. the following locations:

_a, RM 308 (1 of 2) Painted

" b. Water heater room 200 hall painted

‘ ¢. Publlc restroom by the front door

! NFPA 101, 10.3.5.1 (2012 Edition), NFPA
101,9.7.1.1 (2012 Editton), NFPA 13, 28.1 (2010
+ Edition), NFPA 2§, 5.2.1.1.2 {2011 Edition)

' The maintenance director was present for the
: findings which were |ater acknowledged by the
. administrator during the exit conference on

1 04/18/2018.

[}

t

Provide in REMARKS information on coverage for.

1

i

wlil be accomplished for
those residents found to
have been affected by the
defliclent practice.

| Pye — Barker conducted

‘ an-site visit April 20, 2018,
made Inspection of the
following areas.

Room 306

Room 200 - Water Heater Room "

Room- Front Lobby Restraom

Schedule date for repait
completion 5/15/18.

(See attachment #1).

How will you ldentify other

resldents having the

wlll be taken;

Vendor, Pye — Barker

patentlal to be affected by
the same deflcient practice
and what correctlve action

surveyed the entire buliding

and observed all the sprinkler

heads. Those identified in

need of repalr or replacement §

will replaced .

FPORM CMB.2867(02-00) Previous Verslons Obaolale

Evant 10:24XG631

Facllity iD: TN1R0@
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XD SUMMARY STATEMENT QF DEFICIENCIES j [} PROVIDER'S PLAN OF CORRECTION 1| ma
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| -. il
K 353 . Continued From page 1 K 353" ¥

i Inspected, tested. and maintained in accordance
' with NFPA 25, Standard for the Inspection,

Testing, and Malntalning of Water-based Flra
. Protection Systems, Recards of system deslgn,
“maintenance, Ingpection and testing are
. maintained in a secure location and raadily
: available.

a) Date sprinkler system las! checked

b) Who provided system test

¢) Water system sUpply soUrce

Provide in REMARKS Information on coverage for:
any hon-regquired or partial automatic sprinkler

' system,

'9.7.5,0.7.7,9.7.8, and NFPA 25

. This REQUIREMENT s not met as evidenced

1 by .
. Based an observations, the facility failed to
. medntain the sprinkter system.

The findings Include: a

- Opservation of 04/16/2018 between 11:45 AM
. and 12:18 PM, revealed sprinkler deficiencies (n
: tha followlng locations:
, & RM 306 (1 of 2) Painted

b. Water heater room 200 hall painted
' ¢. Publie restroom by the front door
I NFPA 101, 19,3.5.1 (2012 Editlon), NFFPA
101,9.7.1.1 (2012 Edition), NFPA 13, 26,1 (2010
: Edition), NFPA 25, 5.2.1.1.2 (2011 Edition)

" The maintenance diractor was present for the

- findings which were later acknowledged by the
_ administrator during the exit conference on i
: 04/16/2018.

i
|
1 3

! |
What measure will be put ';
Into place or what systematic ;
changes you will make to

ansure that the deflcient
’ practica does not recur; and

The factlity maintenance

staff will conduct monthly

monitoring rounds, X
or more often If needed

to ensure sprinkler heads

ara free of paint/debrls.

Vendor, Pye — Barker will

make annual inspections to

ensure compliance,

!

;
l
|
g
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GOOD SAMARITAN HEALTH AND REHAB CENTER

STREET ADORESS. CITY, 8TATE, ZIP CODE
500 HICKORY HOLLOW TERRACE
ANTIOCH, TN 37013

PROVIDER'S PLAN OF CORRECTION

¢ avalleble.

b) Who provided aystem test

¢) Water system supply source

' gystem.

y by
“The findings include:

: the following locations:

1 04/16/2018.

'9.7.6,97.7,9.7.8, and NFPA 26
“Thls REQUIREMENT is not met as evidenced

_a. RM 306 (1 of 2) Painted

" b. Water heater raom 200 hall paintad

* &. Public restroom by the front door

: NFFA 101, 19.3.5.1 (2012 Edition), NFPA
1101,9.7.1.1 (2012 Edltion), NFPA 13, 28.1 (2010
1 Editlon), NFPA 28, 6.2.1.1.2 (2011 Edition)

| inepacted, tested, and maintained in accordance
! with NFPA 28, Standard for the Inspection,

- Testing, and Maintaining of Water-based Flire

. Protection Systams. Records of system degign,
. malntenance, ingpection and testing are

. malntained In a secure lacation and readily

8) Date sprinkler system last chacked

Provide In REMARKS Informeation on coverage for
any non-required or partial automatic aprinkler '

. Based on obhaervatlons, the facility failed to
- malntain the sprinkler system.

- Observation of 04/16/2018 between 11:48 AM |
- and12:18 PM, revealed sprinkler deficlencies in

" The maintenance director was present for the
: findings which wera later acknowledged by the
_administrator durlng the axit conference on i

Kasai

How the corractive action(s) will

be monltorad to ensure the

deficient practice wlll not

. SUMMARY STATEMENT OF DEFICIENCIES : 0 .' 8
é’é‘éé& ; [EAGH DEFICIENGY MUST BE PRECEOED BY FULL ! PREFIX (EACH CORRECTIVE ACTION SHOULD BE . comé;#énon
TAG REQULATORY OR LG IRENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE :
{ DEFICIENCY)
' |
] i
K 363 Conlinued From page 1 '

recut; l.e., what quality assurance |

pragrarn will be put lnto place.

'_ The Physlical Plant Manager wlll '-

Meonitar for compllance.

All non-compliance concerns
wlll be referred to the QAPI

Committee for review of
effectiveness of the

interventions implemented.

The members Include
Adminlistrator, Assistant
- Administrator, DON, DSD,
i QA Coordinator, MDS
" Coordinator, Activity

Manager, Dietary Manager,

Rehab Manager, Social Services

’. Director, Physical Plant &

Malntenance Mgr., Medical

Manitoring will be conducted

dally, weekly, manthly or as
ordered by the Medlal Director,

Records Manager and RN/CNT.

|
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NAME OF PROVIDER OR SUFFLIER
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500 HICKORY HOLLOW TERRACE

STR;EET ADORESS. CITY, STATE, ZIF CODE
ANTIOCH, TN 37013 1

ss=0 . CFR(s): NEPA 101

|

| Electrical Equipment - Pawer Cords and

; Extansion Cords

: Powaer strlps In & patlent care viclnity are only

' used for components of movable

! patlent-care-related electrical equipment

| (PCREE) assembles that have been assembled
¢ by quallfied pergonnel and meet the conditions of
1 10.2.3.8. Power etrips In the patlent care viginity
. may not be-used for non-PCREE (e.9., personal
" electronics), except In long-term care rasident

| rooms that do not use PCREE, Power strips for

| PCREE meet Ul 1363A or UL.80801-1. Powar

. strips for non-PCREE In the patient care rooms
 (autside of vicinity) meat UL 1363. In non-patient
: care rooms, power stiips maet other UL

- standards. All power sirips are used with general
. precautions. Extension cords are not used s a

" substitute for fixed wiring of a structure,

| Extenslon cords used temporarily are removad

: Immediately upon cornpletion of the purpose for

110,24

1 10,2.3.8 (NFPA 99), 10.2.4 (NFPA 99), 400-8

| (NFPA 70), 630.3(D) (NFPA 70), TIA 12-5

' This REQUIREMENT is not met as evidenced
i by:

| Based on obeervations, the facifity failed fo uae
f the proper power taps.

. Observations on 04/16/2018 betwean 11;24 AM
| and 11:44 AM, revaalad improper use of power
| taps in the following locations:

: A, RM 114 (Medical Equipment)

; b. RM 208 (Parsonal Equipment)

' ¢, RM 209 (Personal Equipmant)

' d. RM 207 (2, one with medioal equipment and

| which it was Installed and maets tha conditions of -

(%) 10 SUMMARY STATEMENT OF DEFICIENCIES o ' PROVIDER'S MLAN OF CORRECTION i x8
FREFIX ' (EACH DESICIENCY MUST BE PRECEDED GY FUILL PREFIX ! | (EACH CORRECTIVE ACTION SHOULD BE * | COMPLETION
A REGULATORY OR L5C IDENTIFYING INFORMATION) TAG | CROSS-REFEAENCED TO THEAPPROPRIATE @ DATE
a DEFICIENCY) |
K 920 . Continued From page 2 | K920 | .'
K 020 : Elactrical Equipmeant - Powar Cords and Extens | K 920, L

[ What corrective actlon(s)
1 wili he accomplished for
those residents found to
have been affected by the
deficlent practice

The nan-compliant power
strips were replaced

: 4/16/18 with UL— 1363

i power strips In the
following rooms.

! Room- 114

| Room - 208

Room — 208

! Room -- 305

; Room — 207 (2 strips were replaced)

Total =6
(SE€ ATTACH MENT L)

I
v
.
“
b

|
)

i
|
!
JI

f
!

;

i |

1
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ss=n i CFR(s): NFPA 101

' Extension Cords

$10.2.4.

by

'd. RM 207

 Electrical Equipment - Power Cords and

- Power strips in & patlent care vicinity are only

' used for components of movable

| patlent-care-related electrical equipment

, (PCREE) assembles that have been assembled

! by qualifiad personnel and meet the conditions of
1 10.2.3.8. Power strips in the patlent care vicinity
 may not be uged for non-PCREE (e.g., parsonal

- elactronics), except in long-term care resldent

| Tooms that do not use PCREE. Powaer strlps for

i PCREE meet UL 1363A or UL 60601-1. Power

: strips for non-PCREE In the patient care rooms

- (outslde of vicinity) meet UL 1363. In non-patient
' care rooms, power strips meet other UL
standards. All power strips are used with general
. precautions. Extension cords are not used as @

" substitute for fixed wiring of a structure.

. Extenslon cords used temporarily are ramoved

L immediately upon completion of the purposa for

| which it was inatalled and meets the conditions of

1 10,2.3.6 (NFPA §9), 10.2.4 (NFPA 99), 400-8
| (NFPA 70), 590.3(D) (NFPAT0), TIA 12-5
! This REQUIREMENT is not mat as evidenced

i Based on obaervations, the facility failed to use
the proper power taps.

. Observetions on 04/16/2018 between 11:24 AM
! and 11:44 AM, revealed improper use of power
| taps in the following locations:

. & RM 114 (Medlcal Equipment)

: b. RM 208 (Personal Equipmant)

‘6. RM 209 (Personal Equipment)

(2, one with medical equipment and

residents having the

[ STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUCTION {X3) DATE|SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER, A BUILDING 01! <-MAIN BUILDING COMPLETED
445170 B. WING i — 04/1!6!201 B
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CQDE l
500 HICKORY HOLLOW TERRAGE !
GOOD SAMARITAN HEALTH AND REHAB CENTER ANTIOCH, TN 37013
(%a) o SUMMARY STATEMENT OF DEFICIENCIES D E o PROVIDER'S PLAN OF CORREGTION T (X6
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE || COMPLETION
TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION) COTAG CROSS-REFERENCED TO THE APPROPRIATE 1 ATE
{ : ! DEFICIENCY) ; ;
| - i
K 20 . Continued From page 2 b K920, o _
K 920 , Electrical Equipment - Powar Cords and Extens @ K920 How will you Identify other 4

potentlal to be affected by

the same deflclent practice

! will be taken;

If needed to ensure

are In place,

! The newly assigned QAPI team
will monitor for appropriate ;'
power strips during the daily l
rounds and document the
' findings on the “IDT Dally |

Rounds Report Sheet”

The facllity maintenance
staff will conduct monthly
monitoring, or more often

and what correctlve action

appropriate power strips

What measure will be put
into place or what systematic
changes you will make to
ensure that the deficlent
practice does not recur; and

'
!

|
|

FORM CMS-2607(02-99) Frevious Vergions Qbaolete
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NAME OF PROVIOER QR SUFPLIER

GOOD $AMARITAN HEALTH AND REHAB CENTER
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BF PRECEDED BY FULL
REGULATORY OR LEC IDENTIPYING INFORMATION)

(X410
FREFIX |
TAG

' 1D

PREFIX

TAG

o PROVIDER'S PLAN OF CORRECTION

A (EACH GORRECTIVE AGTION SHOULD BE

' CROSS-REFERENCED TO THE ARPFROPRIATE
DEFICIENCY)

(%8)
COMPLETION
DATR

K 820 | Continued From pege 3

. one with persohal equipment)
i NFPA 98, 10.2.4 (2012 Edition)

. Tha maintanance director was present for the
1 findings which were later acknowledged by the
« adminlstrator during the exit conference on

i 04/16/2018.

]

Kezo‘f

How the correctlve action(s) wiil

be monitared to ensure the

deficlent practice will not

recur; |.e., what quallty assurance |
pragram will be put Into place.

| The Physical Plant Manager will
" Monitor for compllance.

All non-compllance concerns
wlll be referred to the QAPI
Committee for review of
effectiveness of the
interventions Implemented.

The members include
Administrator, Assistant
Administrator, DON, DSD,

QA Coordinator, MDS
Coordinator, Activity

Manager, Dietary Manager,
Rehab Manager, Soclal Services
Director, Physical Plant &
Maintenance Mgr., Medical
Records Manager and RN/CNT.

Monitoring will be conducted
daily, weekly, monthly or as
ordered hy the Medial Director,
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